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KEIPER: LYE STRICTURES OF THE ESOPHAGUS. 


tion to return with the least sign of returning trouble, for so 
many of these cases need subsequent help at long intervals of 
time. To date the child has had no further trouble. 

At the second seance I attempted to pass Jackson’s string¬ 
cutting esophagotome but failed. Then it occurred to me to 
perforate a filiform bougie as above and thus use the string in 
cutting the stricture. We succeeded admirably. 

Such a result is possible in nearly every case of tight stricture 
of the esophagus. The prognosis in these cases is poor and the 
mortality high, if the patient is left untreated, or even if gas¬ 
trostomy is performed for the purpose'of making retrograde di¬ 
latation which, by the way, is a much more difficult procedure 
than what it appears to be from the descriptions of the operation 
at command. 

Conclusions:- First: Laws should be enacted and enforced 
requiring the poison label to be attached to concentrated lye 
containers, as well as of the various cleansers on the market. 

Second: No dilatation of the esophagus should ever be un¬ 
dertaken except under direct inspection. 

Third: These cases afford the laryngologist to do a vast 
amount of good in a comparatively easy fashion. 


TWO CASES OF FRACTURED SKULL; WITH SEC¬ 
ONDARY MASTOIDITIS, MENINGITIS, AND, IN 
ONE CASE, BRAIN ABSCESS. 

Dr. James Morisset Smith, New York. 

The following cases were seen with Dr. William Sharpe at 
the New York Polyclinic Plospital. Both were fractured skulls 
involving the base with a secondary mastoiditis, meningitis and 
in one case a brain abscess. 

Case i. Man, age 43, white, cab driver,^family and past history 
negative. 

Present Illness: Fell from the seat of a hansom cab, October 
31, 1917. Was picked up unconscious, bleeding from both ears. 

Physical Examination: Well developed and nourished, plethoric 
individual. Unconscious and bleeding from both ears—blood 
mixed with cerebrospinal fluid. In state of shock—spinal punc¬ 
ture revealed blood under marked pressure. Reflexes exagger- 
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ated, especially left side. Babinski present in left foot, no con¬ 
vulsions, no twitchings. Ophthalmoscopical. Marked edema¬ 
tous changes—blurring all fundus details and nasal half and 
its margins. Denoting marked vocal pressure changes. 

Operation: By Dr. Sharpe: Deft subtemporal decompression 
November 2; usual incision, temporal muscle incised and re¬ 
tracted: periosteum separated, revealing small bluish black area 
through lower portion of bone. Bone rongeured, exposing dura 
under very marked pressure. Latter incised, a clot appearing 
through opening and bloody C. S. fluid welled out. The clot 
was subdural—no apparent injury to cortex, excepting vessels 
which were markedly congested. Clot was removed and wound 
closed as usual with two drains. Patient left table in good con¬ 
dition. 

Remarks: Prom time of admission except for occasional twitch¬ 
ings about neck, shoulders and arms, unconsciousness marked, 
with heavy, deep breathing, moves arms and turns to either side. 
Operation decided upon on account of prolonged unconscious¬ 
ness, blood in C. S- F. and changes in fundus oculi. T. 102', 
P. 94 and R. 18. Patient regained consciousness at 2:30 p. m. 
(four hours after operation). 

Sixteen days later I examined the patient and found a tender 
post auricular swelling right ear, profuse discharge from canal, 
neck partially rigid, Kernig sign present and patient stuporous 
but could be momentarily aroused, spinal fluid cloudy, no bac¬ 
teria, no report on culture of .fluid; temperature ranging from 
99^2 to 101. 

Diagnosis—Mastoiditis and Meningitis. Mastoid Operation. 

Exposure of mastoid cortex showed a fracture running below 
the temporal ridge forward to spine of Plenle. 

Entire mastoid cavity nicrotic and filled with pus, fracture 
extending down into the angle between cerebral and cerebellar 
dura. 

Mastoid cells thoroughly exenterated and usual closure and 
dressing. 

Patient died two days later of meningitis. 

Case 3. Woman, age 40, white, family history and past history 
negative. 

Present illness dates from an automobile accident October 31, 
1917; then was bleeding from right ear at the time of the in¬ 
jury. Patient admitted to Polyclinic Plospital one week later. 
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Examination showed well developed and nourished patient with 
ecchymosis of both orbits, mastoid regions, scalp wound 3 inches 
in occipital region. 

Multiple contusions with ecchymosis in i*eck, trunk and ex¬ 
tremities; knee jerk increased, abdominal reflexes absent no 
Babinski. ’ 

Lumbar puncture showed high pressure and bloody fluid. 
Pupils slightly enlarged, left larger. 

On admission, temperature 101.G, pulse 84. 

Ophthalmoscopic: Right eye, mild oedematous changes of the 
uppei nasal quadrant. Left eye, no changes. 

Second lumbar puncture, cloudy spinal fluid with symptoms 
of meningitis. 

I saw this patient about three weeks after admission and my 
examination revealed almost the identical condition in patient 
above, an unquestionable mastoiditis with marked post auricular 
tenderness, slight oedema, profuse discharge from canal, mental 
condition hazy, positive Kernig, neck stiff and cloudy spinal 
fluid, with a report of no bacteria. 

Operation was deferred at this time and the patient observed 
for two weeks, general condition about the same. Another 
lumbar puncture was done and the patient showed a slight im¬ 
provement with the mastoiditis more marked. 

At this point I decided to drain the mastoid and instead of 
doing a complete mastoid operation as in the first case I very 
quickly exposed the cortex and there was a fracture running 
forward to the spine of Henle just under the temporal ridge. 

I then removed the cortex, avoiding the hammer and chisel and 
stopped. 

The patient immediately began to improve and steadily gained 
both physically and mentally, until she was finally taken home 
about two months later, mastoid completely healed. 

She showed continuous improvement until February 18, 1918 
while in the Neurological Clinic to see Dr. Sharpe, when she 
developed epileptic seizures, beginning in the face, right arm 
and leg, then general convulsions lasting one half minute; ad¬ 
mitted to the ward for observation, three days no seizures’ and 
again went home. 

March 8, 1918, again admitted, showing right facial paralysis 
with impaired sensation—motor and sensory aphasia weakness with 
increased reflexes right arm, headache, tenderness over left fronto- 



